A patient with normal oxygenation before operation became very breathless and hypoxaemic after a right pneumonectomy. Transoesophageal echocardiography showed right to left interatrial shunting due to a patent foramen ovale. Transoesophageal echocardiography should be included in the assessment of patients who became inappropriately dyspnoeic after pneumonectomy. Pulmonary angiography showed normal left pulmonary vasculature with no evidence of thromboembolic disease. The interatrial septum was not crossed during the catheterisation so a right to left shunt at atrial level could not be excluded. Transthoracic echocardiography failed to show the intracardiac structures as the heart and mediastinum were shifted to the right as a consequence of the pneumonectomy and lay beneath the sternum. Transoesophageal echocardiography was performed with a transoesophageal phased array probe (Toshiba PEF-51 1 SA) with the patient in the left lateral position. This showed a
Dyspnoea after pneumonectomy is usually attributable to loss of alveolar volume and restriction of the pulmonary vascular bed. Chronic severe postoperative dyspnoea is almost invariably due to coexistent chronic airflow limitation. Very unusually, severe dyspnoea and hypoxaemia after right pneumonectomy have been ascribed to right to left shunting through a patent foramen ovale.'-' Previous reports of this extremely rare syndrome either have not included data on preoperative arterial blood gases or lung function or have described patients with preexisting hypoxaemia.
We describe a patient with normal preoperative oxygenation and exercise tolerance who became profoundly breathless after right pneumonectomy. This was due to right to left interatrial shunting through a patent foramen ovale, discovered only by transoesophageal echocardiography. which air micro-bubbles could be seen to pass freely during a subsequent study with contrast medium (fig 2) .
The may prove difficult to cross the interatrial septum, as in this case. Visualisation of the defect has been shown previously only after radio-opaque contrast injection from a catheter in the inferior vena cava.5 Transthoracic echocardiography may also be inadequate-as in this case-because the heart is shifted to the right as a result of right pneumonectomy. In contrast, transoesophageal echocardiography affords excellent views of the interatrial septum irrespective of previous surgery and when combined with a contrast study is diagnostic.
The syndrome of postpneumonectomy shunting was ascribed in early reports to an interatrial pressure gradient.3 Latterly, however, as in this case, the phenomenon has been clearly seen with normal right sided pressures.7 The mechanism for the shunt is now thought to be mediastinal distortion caused by right pneumonectomy. The inferior vena cava remains fixed in position but the right atrium is shifted to the right and this favours opening of a foramen ovale. A characteristic feature of the syndrome seen in this patient is breathlessness and arterial desaturation in the upright position (platypnoea and orthodeoxia). This is presumably due to accentuation of mediastinal distortion in the upright position, with further shift of the right atrium and widening of the orifice of the patent foramen ovale.
The incidence of probe patent foramen ovale in adult life is about 25%. 
